This article examines the effects of socioeconomic position and urban-rural settlement on the distribution of out-of-pocket expenditure (OPE) for health in the Russian Federation. Data comes from 2005 to 2016 waves of the Russian Longitudinal Monitoring Survey.
Introduction
Following the disintegration of the United Soviet Socialist Republics, the Russian healthcare system underwent significant changes: decentralisation of management, introduction of a mandatory health insurance system and institutionalisation of user fees for certain healthcare services in addition to or instead of free-of-charge services (Popovich et al. 2011) . The manifestation is an obvious, to varying degrees, form of private financing in which citizens pay out of pocket (OPE) for healthcare services that they receive from the public system (Gaal and McKee 2004) . A source of revenue that has grown in importance is OPE, including both formal co-payments and informal, under-the-table payments (Preker et al. 2002) . Often, the boundaries between free and chargeable health services are blurred (Rechel et al. 2013) . Regions in the Russian Federation impose different payment schemes in which, that formal and informal payments may substitute for one another (Aarva et al. 2009 ). There has also been an implicit response taking the form of allowing capacity to wither and tolerating an increasing gap between population entitlement and capacity to provide healthcare services (Balabanova et al. 2012) .
Deferred, deficient and denied consumption of needed healthcare services are inextricably linked with OPE (Balabanova et al. 2012; Eaddy et al. 2012; Wang et al. 2011; Karaca-Mandic et al. 2010) . Salkever (1976) has conceptualised financial and physical barriers to healthcare consumption as determinants of access to healthcare services. The effect of education level (attainment) on OPE has also been reported (Mahumud et al. 2017; Okello and Njeru, 2015) in recent times. Molla et al. (2010) demonstrates that a 10% increase in uneducated members leads to a 11% decrease in household health expenditure, ceteris paribus. Geographical access may not be a major barrier to seeking care in the former Soviet Union (FSU) countries (Balabanova et al. 2012) . Financial affordability is an enabling factor that determines health system's coverage (Shengelia et al. 2003) .
OPE occurs at point of services delivery and is regressive because people with low incomes pay proportionally more than do those with high incomes (Falkingham 2004; Waters et al. 2004; Wagstaff et al. 1999) . OPE creates inequitable burdens that precipitate forgoing essential household spending or incurring debts (Himmelstein et al. 2009 ). For a similar level of OPE, the impoverishing effect of OPE is more intense and sustained on the worse-off group of population than it is on the better-off groups. Wagstaff and van Doorslaer (2003) have demonstrated the high-intensity effect of OPE on worse-off socioeconomic strata (SES) of the population relative to their better-off counterparts.
OPE for healthcare services generates utilisation inequalities and impoverishes women, and lower-income and socially marginalised groups (Taylor 2009 ). Further, the OPE effect is also associated with a poor health status (Eaddy et al. 2012; Tamblyn et al. 2001; Heisler et al. 2010; Soumerai et al. 1991) . Such consequences of cost-sharing are most common among the worse-off (Tamblyn et al. 2001; Lesen et al. 2013; Schoen et al. 2010; Chernew et al. 2008) . Thus, the consequences related to the accessibility of healthcare services can be enormous.
The levels of OPE in the Russian Federation are relatively high for informal payments but low for formal ones (Tragakes and Lessof 2003) . The percentage of citizens with a high level of OPE (above 10% of household income) 1 is highest in the Russian Federation; also, in absolute terms, the worse-off group (equivalent disposable income below 60% of the nation's median income) of population in the Russian Federation are likely to have the highest OPE compared to France, Slovenia, Australia, the United States and Poland (Baird 2016) . Despite universal 2 coverage, better-off Russians consume more healthcare services than worse-off groups, although the latter's health status is often worse (Popovich et al. 2011) .
Although the impoverishing effect of OPE is well documented, the differential impact of socioeconomic position (SEP) and settlement of residence along the distribution of OPE have not yet been examined. This study addresses policy-relevant empirical questions, that is the effect of (1) changes in the distribution of SEP on OPE distribution and (2) the urban-rural segmentation of the population in the distribution of OPE. While addressing these distributional questions, we also examine the changes in the distribution of OPE between the worse-off and the better-off Russians over a 12-year period (2005-2016) . Section 2 describes the data to which our model is applied. Section 2 also presents our analysis strategy that examines trend in OPE distribution and methodological approach to identify factors that influence OPE at different points of its distribution. Section 3 presents evidences from descriptive statistics and from application of econometric models. We discuss our empirical results on differential impacts of SEP and geography of residence in the distribution of OPE in Sect. 4. Section 5 concludes with breakthrough approach of our study and also, the limitations.
An overview of the Russian health system
The Health system of the Russian Federation is a compulsory (non-competitive) insurance based model. The distribution of source of funding approximates 65%, 15% and 20% respectively from federal compulsory insurance fund, oblast (regional) budget and federal budget. The funding from the federal budget is primarily for regional programs of national importance and activities. Oblast is responsible for service production and delivery. Insurance fund is a combination of contributions from employers and employees, and pooled fund (risk adjusted) from federal compulsory insurance fund. Compulsory medical insurance guarantees (Article 41, Constitution of the Russian Federation) free primary, secondary and tertiary healthcare at the point of service consumption within the regional health system of the Russian Federation. However, the demand often exceeds service provision at the health facility level (polyclinics and hospitals) and also each health facility is limited with the fixed quantum (quota for the year) 3 of money (payment for volume of services rendered) available from compulsory insurance fund for each year. Further, the regional ability to invest in health infrastructure development and often to meet the ongoing expenses at the health facility level are limited by the inherent flaws in the centralised tax collection system (Ragozin et al. 2013) . Such constraints compel citizens to pay of their own at the point of service consumption if the citizen need/wants immediate service and/or health facility is compelled to meet the expenses by utilising the available capacity to the best possible extent. Health facility(s) in consultation with regional ministry of health determines tariffs of out-of-pocket payment for certain services provided by the respective health facility. Although the individual contribution to compulsory medical insurance fund is uniform, substantial differences exist for services on payment at health facility(s) across regions in the decentralised health system of the Russian Federation. Payment (unofficial) to the individual service provider (nurse and doctor) for receiving attention in regard to quality (as perceived by the individual citizen) and to prioritise (documenting clinical need of service provision) care is not uncommon. Often, gratitude to the individual service provider is also expressed with gift (cash and/or kind). Health facilities are paid by (1) capitated payment mechanisms for primary care and ambulatory care services, and (2) 'pay for performance' 4 for in-patient and day care services. Overall, 50% of the total money available to the health system goes for primary level healthcare services, nearly 44%, to secondary level medical care and the rest about 6% is spent on tertiary level healthcare services.].
Data and methods
We used data from 12 waves (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) of the Russian Longitudinal Monitoring Survey (RLMS). The RLMS (http://www.cpc.unc.edu/rlms) is an ongoing longitudinal household survey of the Russian Federation, designed to be representative 5 of the Russian population. The survey contains an array of information on the economic, social, demographic, and health characteristics of respondents, their households, and the environment where they live. The RLMS applies a multi-stage sampling method with precomputed cross-sectional post-stratification weights. These weights adjust not only for design factors, but also for deviations from census characteristics. 6 Our data is a mix of cross-sectional and panel data (in which a segment of the households were followed over time), although the panel is not a balanced one. 172,332 adult respondents nested in 79,480 households were enrolled in the study (Table 1) .
OPE included both formal and informal payments and the amount spent on gifts for care while seeking outpatient (ambulatory care) services, including diagnostic services from public-sector health facilities. Payment for medicines was not included in OPE. Age, level of education (three levels: incomplete secondary school, completed secondary school and higher education including vocational training), household size and settlement of residence were used as other predictor variables. Dummy variables for three different levels of education (attainment) captured the relationship with the pattern of service consumption and examined association with OPE. We used Kruskal-Wallis H test to determine if there were statistically significant differences between respondents of different levels of education on OPE. Our data did not have any respondent who had not visited ever any doctor (a proxy for service consumption) during the study period. Although standard deviation measures variability, we examined the skewness of OPE distribution for different SEPs and for different settlements by observing the difference between mean and median value of OPE for the respective group(s). SES is a multifaceted concept: no direct measure is available. Heterogeneity in relevant individual and household circumstances, inter-temporal consumption smoothing, and interpersonal income sharing mean that neither measured current income 7 nor consumption 8 are particularly good proxies for capturing measures of economic welfare. To measure SES, studies have used variables, such as agricultural land ownership (Filmer and Pritchett 2001) , farm animals and ownership of the place of residence (Schellenberg et al. 2003) , and crowding (Cortinovis et al. 1993 ). Houweling et al. (2003) has found that inclusion of a sanitation facility variable increased inequality amongst households. Lindelow (2002) has demonstrated that the inclusion of infrastructure variables increased SES inequality in healthcare service use. We constructed the SES index by applying polychoric principal component analysis. Such an approach in constructing SES indices has enabled us to overcome the limitations of (1) income-based approaches (McKenzie 2003; Montgomery et al. 2000) and also (2) consumption-based approaches (Filmer and Pritchett 2001) .
Principal component analysis works through the covariance or correlation matrix to extract the directions in the multivariate space that are the 'most informative', that is reflection of the greatest variability. Kolenikov and Angeles (2009) demonstrated that the proportion of explained variance estimated using the polychoric PCA method 9 is more accurate than that generated using other methods. The polychoric procedure uses discrete variables and calculates what their correlation would be if they were on a continuous scale (Uebersax 2006) .
On iteration of the principal factors, we found three variables, namely, living space in square metres, provision and type of central heating, and ownership of tractor, with loadings at 64%, 87% and 64% respectively. We used the weighted sum of standardised variables (living space in square metres, provision and type of central heating, and ownership of tractor) to obtain the SES score. Lastly, individuals were grouped into quintiles of different SEPs. With orthogonal rotation (varimax 10 ), the value of the first factor was 0.9470; the second factor, 0.3213. The inclusion of a sufficiently broad range of variables and continuous variables as well enabled us to construct the SEP indices without problems 7 At any given current incomes or expenditures on consumption deflated by standard poverty lines, Ravallion and Loskhin (2001) find evidence that many 'non income' factors at the individual and household levels impinge on perceived economic welfare in Russia. 8 There are uncertainties about how best to normalise for heterogeneity in consumption needs such as those stemming from demographic differences between households (Pollak 1991) . For example, poverty lines used as deflators may not correctly weight differences in household size or demographic composition. 9 The polychoric correlation coefficient is a measure of association for ordinal variables which rests upon an assumption of an underlying joint continuous distribution. 10 This attempts to maximise the square loadings of the columns.
1 3 of truncation (McKenzie 2003) . 11 Kaiser-Meyer-Olkin (measure of sampling adequacy) score was 0.87 and Bartlett test of sphericity indicated variables were not intercorrelated (determinant of the correlation matrix, 0.014 with p value = 0.000).
Analysis strategy
Our measure of inequality in OPE was the concentration index (CI). A CI ranks individuals by SEP corresponding to OPE. A CI is sensitive to the distribution of population across SES and reflects the experience of the entire population, not just two extreme groups. The CI is equal to the estimation of (Kakwani et al. 1997) in Eq. 1. We applied a regressionbased approach for the indirectly standardised CI. We used Newey-West regression estimator that corrects for autocorrelation, as well as any heteroskedasticity.
where 2 R is the variance of R i , the i th individuals' SEP. E is OPE (outcome variable) whose inequality is being measured and is its mean; x j are confounding variables, namely, age, level of education, household size and settlement of residence. Thus, CI is the slope of a line passing through the heads of a parade of people ranked by their SEP and their height proportional to the value of their OPE, expressed as a fraction of the mean. The CI taking a negative value indicates a concentration of OPE among the better-off.
Decomposition of the index is then performed using a two-step procedure: first, computing the 'Recentred influence function (RIF)' of the rank-dependent index (CI) and estimating density at that point using kernel methods, and then regressing the RIF on a set of covariates yielding the marginal effects of the covariates on the index. Our model was unconditional quantile regression (UQR) based on RIF. 12 UQR frameworks were used for understanding differential impacts of covariates along the distribution of OPE.
This RIF is derived from 'influence function (IF)', which can be used to estimate the effect (or 'influence') of removing/adding an observation on the value of v (any distributional function), where v(F) is the statistic of interest calculated for distribution F(y) and is defined (Hampel et al. 2005) 
F represents the cumulative distribution for y (outcome of interest, that is, OPE) and y is a distribution that puts the population at the value of y . Thus, a RIF is obtained from
. So, a regression-based model (Firpo et al. 2009 ) is E[RIF(y, v, F)|x)] = α + βx . This method evaluates the impact of covariate(s) on selected distribution statistics. Most interestingly, this procedure is valid for distribution quantiles of y. Regression coefficients ( ) revealed how much the average influence of observations had varied with x, holding other covariates constant for given quantile. It also revealed how much the quantile would respond to a change in the distribution of x in the population when distribution of other covariates
remains constant. RIF regression allowed changes in the distribution of x to affect the distribution of y, and this makes v(F). 13 For the OPE (statistic of interest, that is, y ) of any quantile τ, RIF (y;
is the probability density function of y evaluated at Q , and I{y ≤ Q } is an indicator variable to denote whether an outcome value is less than or equal to Q or not. Thus, our regression model (Eq. 2) accounted for the possibility of differential impact that covariate(s) might have across various segments of the OPE distribution.
shows the unconditional quantile partial effects (UQPE), that is, the regression parameter of RIF(y, Q ) on x . UQPE measures the effect of an explanatory covariate on OPE (the outcome of interest) at the specific quantile (Firpo et al. 2009 ). Here, regression coefficient interpretation is direct, and linear approximation is valid only for marginal changes in x.
Finally, we decompose (Eq. 3) the inequality measure into a function of its (potential) causes.
The difference between groups at the τth quantile of OPE is where A and B are two different groups, Δ τ S is the structural effect (explained by group differences in the coefficients), and Δ τ x is the composition effect (explained by group difference in the distribution of characteristics). Therefore, the sum of contribution of each covariate is where x Bk −x Ak γ Ak,τ is the contribution of the k th covariate to composition effect at τ quantile (Firpo et al. 2009 ). Table 2 presents descriptive statistics for 6 years, that is, three blocks with two intervals: 4 years and 6 years. The choice of intervals was guided by the year-on-year attrition percentage (Table 1 ). The representation of respondents by age, gender and settlement of residence was consistent in our study. The respondents from city and town population who were employed and had a higher level of education grew between 2005 and 2016. The result of test of independence showed that incomplete secondary school level education did not have statistically significant visit frequency to a doctor but visit frequency(s) to a doctor was statistically significant for respondents with completed secondary school and respondents with higher education.
Results
(
13 Running a regression of recentered influence function of the unconditional quantile of the outcome variable (OPE) on the explanatory variables. The average area of living space per household increased by 11% from 2005 to 2016, although the average size of the household remained almost the same over the period. The group who owned land was decreased by about 10% from 2005 to 2016. Inflation-adjusted income (wages earned) was more than three times larger in 2016 than in 2005, and the gap between mean and median income was reduced by 14% during the same period.
Compared with other years, going to the doctor less than once a year was at its lowest and, at the same time, at least once a year, at its highest in 2016. Notwithstanding same levels of reported ill health in the years 2005 and 2016, the proportion of respondents with below-average perceived health was 13% smaller in 2016 than in 2005. The year 2006 saw the largest percentage of respondents who paid for out-patient visits, but the average OPE was highest in 2016. The mean OPE peaked in 2016, and the gap between mean and median OPE was widest (almost three and half times) in 2010. Cramer's V of 0.4 and above at each of the six time points over a 12-year period indicated a strong relationship between respondents 'who paid for out-patient visits' and visit frequency to a doctor.
There were 11.5% more respondents from the richest quintile in 2016 compared with 2005 (Table 2) . Changes in SEP distribution of the population did not represent any consistent trend during the study period. Inflation-adjusted mean income was lowest for the poorest and the richest quintiles in 2015 and highest, in 2010 but the gap between the poorest and the richest was the smallest (48%) in 2016 and the highest (98%) in 2006.
The mean OPE increased substantially across SES between 2005 and 2016; however, no definite trend could be observed. Denial of services attributable to financial affordability was higher amongst the better-offs (Table 2) . For the poorest, real income decreased by 14.25% between 2016 and 2005, but mean OPE increased by 69% during the same period, whereas, for the richest, real income decreased by 32.83% and mean OPE increased by 57% during that period ( Table 2) .
The test of independence between OPE and settlement of residence and between OPE and SEP implied the existence of an association of SEP and settlement of residence, and with OPE. Although it was difficult to infer any definite trend, the percentage of respondents with OPE was always relatively higher in urban (oblast city and town) settlements and relatively less in rural (small urban settlement and village) settlements across all the years. Table 2 also reflected the better-offs (the second-richest and richest groups combined) with OPE were greater in number compared with the worse-offs (the second-poorest and the poorest groups combined) during all the years. An overall consistent trend of association between SEP and denial of service access attributable to financial affordability was reflected among respondents in the study (Table 2) . Table 3 shows the concentration index for OPE and distribution effect induced by different explanatory variables from 2005 to 2016. Although the C1 was positive throughout the study period, there were variations in OPE inequality. Seen from a longer time perspective, CI decreased by 20% from 2005 to 2016, implying a shift towards higher OPE for the better-off group of population. The contribution of different explanatory variables was not consistent over the study period. A negative contribution indicates a concentration of corresponding factors among the worse-off individuals, thus lowering the risk of higher OPE for the worse-offs. Conversely, positive contributions indicate a positive association with OPE, thus moving the probability of a higher OPE towards the better-off group [32] . Thus, higher education in the years 2007, 2010 and 2011 and higher income in the years 2009, 2011 and 2013 were associated with a lower risk of higher OPE for the worse-offs. A positive contribution of age in the years 2005, 2006, 2007, 2014 and 2016 indicated that the risk of higher OPE decreased with age. For almost all the years (except for 2012), the effect of regions was substantially great. Intuitively, a positive contribution of settlement of residence in the years 2007, 2009, 2010, 2013 and 2016 indicated that residing in cities and towns statistically draws higher OPE towards the better-off group compared with the better-offs from the small urban settlement and village population. However, the differential approach of decomposing CI leaves a large part unexplained (random effect residuals) in particular for 2007, 2009 and 2014. The large part of such approximation error could be assigned to regions (the size of residuals for the year became smaller on decomposition for each of 39 regions representing the study sample; results were too exhaustive to present here).
Using RIF regression decomposition, we examined the difference in the 10th, 50th (Table 4) . Table 5 shows the effect of covariates on different quantiles of OPE for the richest and the poorest population. The decomposition analysis indicated that, at the 90th quantile of OPE, living in an urban settlement made a significant positive contribution to the total structural effect for the richest in 2009. At the median, living in a town made a significant negative contribution in 2007, 2012 and 2014, as it did for the richest living in a rural settlement in 2016. At the median, living in an urban settlement had a significant positive contribution in 2007, 2009 and 2010, as did living in a rural settlement in 2006 for the richest. At the median, living in a town had a significant negative contribution in 2005 and 2012, whereas living in a rural settlement had a significant positive contribution in 2012 for the poorest (Table 5) .
A statistically highly significant constant for all quantiles of OPE in all the years indicated that mean value of OPE was significantly different from zero when other covariates were set to zero. The intercept coefficients suggested the highest expected mean value of OPE was for the poorest at the 10th quantile of OPE in 2014 and at median and at the 90th quantile of OPE, in 2012. Although not consistently, we could find that the settlement of residence had some effect on different quantiles of OPE for the richest and for the poorest in some years; however, the effect of other covariates on different quantiles of OPE were of little significance (Table 5) . Table 6 presents the effects of different covariates on different quantiles of OPE for urban and rural population. At the median and at the 90th quantile, higher education and, at the 10th quantile, the poorest SEP made significant positive contributions in 2011 to the total structural effect for the urban population. At the 90th quantile, the second-poorest SEP in 2013 and the poorest SEP in 2014 made a significant negative contribution to the total structural effect for the urban population. Such observations supported the assumption Table 4 Concentration index and decomposition at the mean for different quantiles of OPE Centiles (OPE) → Constant that awareness impinged upon higher education and deprivation in the purportedly unconstrained supply situation for urban locations had driven the probability of higher OPE. At the 90th quantile, the second-richest SEP in 2015 and the middle SEP in 2009 and, at the median, the second-richest and middle SEPs in 2015 made a significant positive contribution to the total structural effect for the rural population. Further, Tables 5 and 6 showed that the structural effect of household size was significantly positive at the median OPE for the richest in 2015 and for the urban population in 2016. Household size in 2012 and living in a rural settlement in 2011 had a negative effect on OPE at the 10th quantile of OPE for the poorest. Taken together, these findings suggested that household size shifted the probability of higher OPE for the richest and urban population.
The highly significant intercept coefficients suggested that the highest expected mean value of OPE was for the rural population at the 10th quantile of OPE and at the median, in 2012; and at the 90th quantile of OPE in 2015 (Table 6 ).
Discussion
This study addressed differential impacts of socioeconomic position and of the urban-rural segmentation of population in the distribution of OPE. We also examined changes in the distribution of OPE between the worse-off and the better-off Russians over a 12 year (2005-2016) period.
A substantially high mean OPE compared with the median (Table 2 ) indicated a considerable inequality in OPE distribution. We found (a Kruskal-Wallis H test was conducted) that there was a statistically significant difference in the median OPE between the three different groups of the independent variable, level of education. This finding supports the relationship between level of education and visit frequency to a doctor (Table 2 ) and subscribes to the findings from earlier studies about the effect of education attainment on household healthcare expenditure.
The inflation-adjusted income gap between the richest and the poorest were at its peak (98%) in 2006 14 but we found no difference in mean OPE for the richest and the poorest quintiles at any quantile of OPE, however, denial of access to healthcare services attributable to financial affordability was higher among the better-offs. This quirky revelation from this study is well aligned with the financing mechanisms of the health system in a hierarchical social structure where in one hand, service provision is constrained by rationing from the compulsory insurance fund and at the same time discretion of the service providers (doctors and nurses) determine service availability while on the other, individual behaviour in public realm influences position and acceptance of the individual in the society. This finding is an add on contribution to the earlier studies of Balabanova et al. (2012) and Eaddy et al. (2012) . Such observation guides policy response for (1) defining boundaries between free and chargeable health that is often blurred, (2) eliminating variances in substitution between formal and informal payments across regions, and (3) addressing gap between population entitlement and available provision of healthcare services.
Notwithstanding inconsistency in the direction of the distribution effect over the study period, the mean-based (Blinder 1973; Oaxaca 1973 ) decomposition of the CI indicated income in 2005, 2009, 2012, 2013, 2014, 2015 and 2016, followed by education in 2013, 2014 and 2015 and settlement of residence in 2013, 2014 and 2016, were the most important contributor(s) to OPE distribution. The contribution of age followed our sample characteristics. Interestingly, the risk of higher OPE rose with increasing age in 2009, 2010 and 2015, contrary to the risk of higher OPE, which decreased with increasing age in 2005, 2006 and 2014. When percentage of elderly (75 years and above) female respondents were declining consistently, and respondents with reported ill health were relatively less in 2009, 2010 and 2015 compared to other years (Table 2) , such observations indicated that risk of higher OPE in these years were attributable to gender effect and reported ill health was not necessarily the only determinants of OPE. The region effect on OPE distribution was substantial in all the years except in 2005, 2012 and 2016. The positive contribution of education implying higher OPE for the better-offs was a consequence of the conventional relationship between affluence and education.
We examined effect of different covariates on 10th, 50th (median) and 90th quantiles of OPE distribution for different groups of population. Although mean OPE increased substantially across SES during the study period, a negative shift of the CI by 20% indicated an overall concentration of OPE amongst the better-off group of Russians between 2005 and 2016. However, this change is not the same in different quantiles of OPE. The CI of OPE at the 10th quantile of OPE decreased by 106 + percent and at 90th quantile by 130%, but the CI of OPE at the 50th quantile (median) of OPE increased by 60%. Such reflection directs targeted policy response for the worse-off at median OPE, ceteris paribus.
We decomposed the OPE gap between the richest and the poorest, and between urban (oblast city and town) and rural (small urban settlement and village) population into structural and composition effects. With our objectively determined SEP, we could not find a significant distributional difference in mean OPE at any quantile of OPE between the richest and the poorest quintiles of SES in the study period. However, the statistically significant effects of urban and rural settlements on OPE at the median could be attributed to a combination of incurred OPE by a relatively higher proportion of respondents in urban settlements (namely, respondents residing in oblast cities and towns) and the prevalence of a relatively higher level of OPE in urban settlements (Table 2) . Albeit without any definite order in the difference between mean OPE for urban and rural population (namely, respondents residing in small urban settlements and villages), we may ascribe such temporal variability (that we found in 2006, 2007, 2010, 2013 and 2016) to urban-rural distribution of respondents (Table 2) . Further, such revelation calls for examining pattern of service consumption for urban and rural population (that is beyond the scope of this study) before drawing any policy conclusions.
Compared to living in an oblast city, living in an urban settlement made an overall significant positive contribution to the total structural effect at the median and at the 90th quantile of OPE for the richest, whereas living in a town made an overall significant negative contribution at the median of OPE for the richest and the poorest. Thus, at the median and top end of the OPE effect on the level of affluence dominated over the settlement of residence. Such temporal variations in urban-rural differential impact can be explained by considerable turbulence in living standards at any given level of living in the Russian Federation, as has been observed by Lokshin and Ravallion (2000) .
Notwithstanding the temporal variations and variability in the direction of effects, it became apparent that structural effects of SEP and settlement of residence compensated for differences in observable composition effects at the median OPE distribution. Different quantiles were having different composition effects. Composition effects were predominantly driven by differences in the distribution of educational level, SEP, and settlement of residence; the effects of a large household size were present for few years. As was evident at the mean-based decomposition, region effect was substantial at every quantile in most of the years. The structural effects were observed preponderantly at the median and at the 90th quantile of OPE. Thus the inequality in OPE was not due to difference in OPE at the low-end of distribution, and was driven by the differences in structural effects.
In summary, urban settlement contributed to the top end of OPE distribution for the richest and town settlement contributed at the median for the richest and the poorest. The SEP effect was absent at the top end of OPE and the effects of settlement of residence were observed at the low end of OPE in general. Considering the right-skewed distribution of OPE in our data, an increased CI of OPE at the median suggested an increased burden of OPE for the worse-offs over the time. Such findings are congruent with Baird's (2016) observations. Finally, the effect(s) of covariates on OPE were quite unstable for the reasons attributable to a significantly high subjective component (random effect residuals) inherent in the system. Such subjective components can be ascribed to the decentralised characteristics of service provisioning with year-on-year fluctuations in financing that is centralised, the federal compulsory health insurance fund. Such phenomena are the result of an economy that is highly vulnerable to the currency fluctuations in the external market, and that is also susceptible 15 to export fluctuations.
Conclusion
OPE inequality has received little attention in health economics. This study sheds light on the plausible factors contributing to OPE differences (inequality) in the richest and the poorest groups and in the urban and the rural population of the Russian Federation. Differences in OPE between groups were decomposed into two parts: one explained by differences in the distribution of characteristics (composition effect) and one explained by differences in the impact of these characteristics (structural effect). The composition effect accounts for a large share of the total differences between the richest and the poorest groups and in the urban and rural population at the mean and at different quantiles of OPE. Conditional on having similar characteristics, there are differential impacts of these characteristics (structural effects) between the urban and the rural population. Furthermore, unobserved regional effects are important in explaining OPE differences between the richest and the poorest groups and between the urban and the rural population in the Russian Federation.
Our methodological approach unmasked the effect of covariates at different quantiles of OPE rather than portraying average effects that often hide the relationship between explanatory variables and outcomes elsewhere in the distribution (Binder and Coad, 2011) . The effect of sample variability that is inherent in multiple waves of a longitudinal survey over a long period of time cannot not be ignored, however, the use of a large sample size has reduced the level of uncertainty in our analysis. The population who could not afford OPE are not accounted for in our study, and a selection process prevails; therefore, an underestimated structural effect cannot be ruled out. The reference group chosen influences the measure of composition effect and structural effect, so the results are highly contextualised. The use of categorical variables (education, SEP and settlement of residence) limits a comparison of results across studies unless the choice of omitted category remains the same.
Although our methodological approach cannot have a causal interpretation, our results present evidence that calls for complex policy interventions to address OPE inequality at different distributions of OPE for different SEPs and for different settlements of residence in the Russian Federation. To conclude, this study establishes the need to unfold (1) the inflationary effect of OPE on household consumption expenditure for different SES, and (2) the differential effects of federal compulsory insurance fund on health facility expenses in different regions of the Russian Federation.
